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Utilizing Analytic Resources to Improve Mental Health Services 
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The sustained combat operations in Iraq and Afghanistan have resulted in the increased need for a variety of heahhcare 
services, including evidence-based psychological healthcare. Back on the home front, lawmakers are addressing the 
growing national debt, and major budget cuts have left Navy Medicine decision-makers with the difficult task of pri- 
oritizing resources, including the allocation of providers and funding to mental health programs. How do Command- 
ing Officers and Commanders in Navy Medicine determine how to best apportion funding? It is critical to base these 
decisions on data and best evidence and to align our analytic resources to highlight the services that make a significant, 
positive impact on our beneficiaries. 



After nearly a decade of sustained combat operations, 
we now know mental health has profound impacts on 
the individual health, employment, and quality of life 
of our service members and beneficiaries; therefore, it 
is vital to deliver the best quality of care. Despite this 
awareness, recent reports have highlighted problems in 
the quality of mental health care, noting widespread 
deficiencies throughout the country. Facing scrutiny 
from decision-makers, budgetary interests, and the me- 
dia. Navy Medicine and the Military Health System as 
a whole must address current policies and procedures 
with valid and reliable information. In order to com- 
plete our mission, we must use analytic knowledge to 
influence clinical practice and quality and to improve 
the system to ensure we are providing evidence-based 
interventions. The transformation of numbers into 
meaningful information shapes how we provide men- 
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tal healthcare. For example, analysis led us to under- 
stand that the strongest deployment-related risk factor 
for adverse mental health outcomes is the sum of time 
deployed. Using this information, we can support clini- 
cal services for Sailors experiencing lengthier deploy- 
ments. 

While we have made progress, mental health continues 
to present unique challenges for analysts and clinicians. 
Tough questions, such as how to rapidly and accurately 
record medical data, how to cope with the stigma of 
treatment, which data are available for learning, and 
what is the meaning of a diagnosis or procedure code, 
provide opportunities for our analytic community to 
provide meaningful clinical guidance. Through a clear 
consensus on case definitions and clinical coding prac- 
tices, analysts begin to paint the picture on the status of 
mental health care and on ways to efficiently improve 
services in our community. The diffusion of knowledge 
from the analytic community will foster the develop- 
ment of information skills across Navy Medicine, en- 
abling clinicians and policymakers the ability to draw 
meaningful, evidence-based conclusions. Challenges, 
including an insufficient workforce, the availability of 
services, and a clear understanding of evidence-based 
practice, complicate the way we provide mental health- 
care. To best address deployment -related mental health 
needs, comprehensive analytic services, from perform- 
ing disease surveillance to developing methods and 
tools to measure access and timeliness, are needed. 

continued on next page 
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Furthermore, addressing the challenges of mental health 
care delivery does not remain solely a Department of 
Defense and Department of Veteran Affairs issue. Yet, 
it becomes of national concern when our returning war- 
riors are seeking care from, and integrating into, sur- 
rounding communities. The use of our expansive data- 
bases is key to determining any existing gaps in care, 
as well as why Navy Medicine beneficiaries use pur- 
chased care. This knowledge can be used to guide where 
and how to make our direct care system friendlier by 
addressing appointment times, staffing, and variety in 
programs, so that service members and their families re- 
main in network for care. 

Moreover, attention is needed on the validity and fea- 
sibility of different approaches to measure and rate the 
quality of care. The Wounded, 111 and Injured (WII) pro- 
gram is an enduring effort on the part of Navy Medi- 
cine to improve the care and treatment offered to service 
members and their families. Addressing mental health 
care access for our returning warriors and their families 
is one example of measuring health care quality. The 
quality of care metrics reported under the WII program 
provide feedback on evidence-based screening and 
on the delivery of care to those who are most vulner- 
able to adverse mental health outcomes. Metrics have 
been developed to address major depressive disorder, 
post traumatic stress disorder, substance use disorder, 
and mild traumatic brain injury - four key conditions 
impacting our wounded, ill and injured populations. 
These metrics illustrate the demand for mental health 
services across beneficiary categories, as well as an op- 
timal staff utilization ratio for providing timely mental 
healthcare. The Quality of Care metrics, in addition to 
four other domains including Access to Care, Surveil- 
lance, Transition to Care, and Resiliency will be posted 
on an enterprise-wide WII dashboard allowing MTFs 
to view performance in this vital area of patient care 
and WII support. Through review of these metrics, the 
Navy community will be able to assess and forecast 
the demand for mental health services at the beneficia- 
ry category, MTF and regional levels. Information on 
staff utilization and the percentage of patients receiving 
purchased care will guide the allocation of resources to 
ensure those facilities facing a heightened demand for 
services receive the support needed to carry out their 
mission of providing quality care. 



Through financial incentives for our treatment facilities, 
we might also promote innovation in terms of efficiency 
and ensuring access to quality services. Pay for Perfor- 
mance (P4P) and Performance Based Budgeting (PBB) 
are tools that may provide incentive for our treatment 
facilities to drive performance. These incentives are 
most valuable when connected to clinically relevant and 
well designed metrics. 

As one of the largest providers of healthcare in the na- 
tion, the Military Health System must lead the way in 
terms of its care for over 9 million beneficiaries. How- 
ever, this large responsibility also comes with a price 
tag, resulting in over $37 billion in expenditures in 2005, 
with that number continuing to grow. Facing increasing 
demands for health services, rising healthcare costs, and 
inevitable budget cuts, as stewards of the U.S. public 
dollar, it is our duty to ensure the optimal utilization of 
resources in an effort to deliver the very best healthcare, 
while reducing unnecessary spending. Our analysts are 
critical members of the decision-making team. Their in- 
tegral involvement is a key to success in serving those 
who serve and their valued family members. 

Disclaimer: The views expressed in this article are 
those of the authors and do not necessarily reflect the 
official policy or position of the Department of the Navy, 
Department of Defense, or the U. S. Government. This 
research was supported in part by an appointment to 
the Postgraduate Research Participation Program at 
the Navy and Marine Corps Public Health Center ad- 
ministered by the Oak Ridge Institute for Science and 
Education through an interagency agreement between 
the U.S. Department of Energy and NMCPHC. 

SKILLS AND METHODS 

- REFINING THE QUESTION 

Analysts across the MHS are routinely asked to prepare 
reports and studies on mental health disorders and sub- 
stance abuse, especially in light of increases in mental 
health service needs for deployed service members and 
their families. This article compares methods for ex- 
tracting mental health and substance abuse data. 
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Major Diagnostic Categories 

Many analysts use diagnosis related filters to retrieve 
records related to the diagnosis and treatment of mental 
health conditions. The most common approach is to use 
the major diagnostic categories (MDC) related to men- 
tal disorders and/or substance abuse - MDC 19 (Mental 
Diseases/Disorders) and MDC20 (Substance Abuse). It 
is important to note that the MDC is derived from the 
primary diagnosis code only. As a result, records with 
indications of mental health conditions only in second- 
ary diagnosis fields will not be captured using the MDC 
approach. This makes a significant difference for both 
MDC 19 and 20. In fact, roughly 50 percent of persons 
whose diagnostic data has indications of mental health 
or substance abuse is only identifiable using second- 
ary diagnoses.* Another important concept in using an 
MDC approach is to understand that the MDC is an ex- 
ceptionally broad classification system. For example, 
sleep disorders (except apnea) are included in MDC 19, 
as well as certain developmental disorders in children 
and some head injuries. 

Diagnostic Codes 

Should the MDC categorization be too broad, individual 
ICD-9-CM diagnosis codes can also be used to further 
isolate specific types of patients with mental health and 
substance abuse disorders. One helpful method for ag- 
gregating diagnosis codes into meaningful clinical cate- 
gories is the Agency for Healthcare Research and Qual- 
ity (AHRQ) Clinical Classification Software (CCS) tool 
( http://www.hcup-us.ahrq.gov/toolssoftware/ccs/ccs. 
jsp ). In general, the mental health diagnostic categories 
included in AHRQ's CCS follow the categorization of 
mental health and substance abuse conditions and code 
assignments outlined in the Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition (American 
Psychiatric Association, 1994). Applying the CCS logic 
allows for segregation of individual ICD-9-CM diagno- 
sis codes into more discrete diagnostic categories such 
as mood disorders, adjustment disorders, anxiety disor- 
ders, etc. CCS single-level categories specific to men- 
tal health and substance abuse disorders include CCS 
650-670 (see the CCS User's Guide at http://www.hcup- 
us. ahrq.gov/toolssoftware/ccs/CC SUsersGuide.pdf 
for more information about individual diagnosis catego- 
ries). 



Procedure Codes 

Another approach to isolating mental health or sub- 
stance abuse care is to look at treatment data. There are 
many procedure codes that indicate mental health or 
substance abuse treatment, such as psychological coun- 
seling. The AHRQ CCS software referenced above also 
has a component which classifies procedure codes (both 
ICD-9-CM and CPT) into meaningful categories related 
to mental health treatment. The CCS provides a means 
to easily identify types of services that tend to be coded 
with many different procedure codes. 

However, procedure codes alone will not provide a 
complete view of beneficiaries with mental health or 
substance abuse conditions, because roughly half of all 
patients who are diagnosed with mental health or sub- 
stance abuse conditions do not receive counseling in the 
same year of diagnosis.* Additionally, some patients 
(more than 100,000 in fiscal year 2010) involved in 
counseling have not had a mental health diagnosis in the 
year that they received therapy.* Some of these patients 
will be beneficiaries participating in family counsel- 
ing sessions with family members who do have mental 
health diagnoses, but some may be valid mental health 
patients without a diagnosis. 

Prescriptions 

Finally, prescription drug data are often used as an indi- 
cator of mental health needs. Many patients who are di- 
agnosed with mental health conditions are treated only 
with prescription drugs. However, off-label use of men- 
tal health drugs is common, such that some beneficiaries 
who receive them, are on them for a reason other than 
mental health treatment. A future issue of this newsletter 
will discuss prescription drug data and how to identify 
specific drug codes and therapeutic classes. 

Identifying patients with mental health or substance 
abuse problems is challenging. There is no one approach 
that will fit all needs. Likely, a combination of diagno- 
sis, treatment, and prescription drug data is necessary 
to ensure that all beneficiaries with these conditions are 
captured when using MHS data. 

* All data reported are for fiscal year 2010 and were 
obtained from files in the MHS Data Repository (MDR). 

continued on next page 
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DATA AND INFORMATION SYSTEMS 

There is a wealth of data available to people wishing to 
perform analyses of military mental health care provi- 
sion and utilization. While these data may be obtained 
from multiple MHS data sources, this article focuses on 
the data available in the MHS Data Repository (MDR) 
and the MHS Mart (M2). Both of these systems con- 
tain population data, prescription data, and inpatient and 
outpatient encounter data from both the direct care and 
purchased care settings. The data are stored at a very 
detailed level and allow patient-level, as well as system- 
level analysis of health care delivery and costs. Below is 
a brief overview of the data available for mental health 
analyses in the MDR and M2. 

Inpatient Data 

In the MDR and M2, the inpatient direct care and pur- 
chased care data are stored separately. The direct care 
inpatient data are called the Standard Inpatient Data 
Record (SIDR), and the purchased care inpatient data 
are called the TRICARE Encounter Data-Institutional 
(TED-I). In the SIDR, each record contains all of the 
information for a hospital stay. In the detailed TED-I, 
each record represents a claim associated with a hospital 
stay. In both types of data, mental health care records 
can be identified by using major diagnostic category 
(MDC), Medicare Severity Diagnosis-Related Group 
(MS-DRG), ICD-9-CM diagnosis and procedure codes, 
and provider specialty. The inpatient data also contain 
quantitative measures such as relative weighted product 
(RWP), length of stay, admission count, and cost infor- 
mation, as well as demographic data such as patient age, 
gender, and sponsor branch of service. 

Outpatient Data 

The outpatient direct care and purchased care are also 
stored separate from one another. Each direct care out- 
patient record (called the Standard Ambulatory Data 
Record, or SADR) represents a professional service. 
Each purchased care record (called the TRICARE En- 
counter Data-Non-Institutional, or TED-NI) represents 
a line item from a claim. The outpatient data contain 
MDC, ICD-9-CM diagnosis codes, CPT/HCPCS pro- 
cedure codes, and provider specialty fields that can be 
used to identify mental health care records. Addition- 
ally, the outpatient data contain quantitative measures 



such as relative value unit (RVU), number of services, 
and cost information, as well as demographic data such 
as age, gender, and sponsor branch of service. 

Prescription Data 

The outpatient purchased care data also contain records 
for prescriptions. However, analysts most often obtain 
their prescription data from the Prescription Drug Data 
Sets (PDTS), rather than the outpatient data sets, and 
exclude the prescription data records from the outpa- 
tient data sets using the program indicator code vari- 
able. PDTS contains prescription data from direct care 
facilities, the managed care support contractors (MC- 
SCs) (i.e., prescriptions filled in a downtown pharmacy), 
and mail-order prescriptions. The National Drug Code 
(NDC) is available in these data for identifying specific 
drugs related to the treatment of mental health. There 
are a number of quantitative fields on the PDTS data in- 
cluding cost, days-supply, and number of refills, as well 
as demographic fields similar to those in the other data 
types. PDTS contains only outpatient prescriptions - no 
inpatient prescriptions are available in this data set. 

Patient Identifiers 

In the MDR and M2, most of the record-level data have 
a unique patient identifier. This field can be used to se- 
lect certain individuals or to link data across several 
sources to obtain a complete view of the care provided 
to the user by the MHS. In previous data years, where 
the unique patient identifier field is not available, a com- 
bination of sponsor Social Security Number (SSN) and 
DEERS dependent suffix (DDS), or a combination of 
sponsor SSN, patient date of birth and patient gender, 
may be used. 

Data Documentation 

Functional descriptions for the data files that populate the 
MDR and M2 are available on the TMA Business & Eco- 
nomic Analysis Division website http://www.tricare.mil/ 
ocfo/BEA/functional specs.cfm . Additionally, data dic- 
tionaries for both the MDR and M2 can be found using 
this link. The data dictionaries provide valuable informa- 
tion about the content of variables on each data set. 

It should be noted that the inpatient and outpatient data 
in the MDR are stored in SAS data sets, and pharmacy 
data are stored as flat files. People who wish to access 

continued on next page 
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these data on the MDR must know SAS programming. 
Alternatively, users can request that extracts of the data 
be sent to them. However, most analysts without pro- 
gramming knowledge access the data using M2, which 
is derived from the MDR but contains only a subset of 
the fields available in the MDR. The M2 has a user- 
friendly "drag and drop" style interface, and the data 
generated by M2 queries can be saved and manipulated 
outside of the M2. 

Additional information on obtaining MDR and/or M2 
user accounts can be found by contacting the MHS 
Helpdesk at (800) 600-9322 or mhssc@timpo.osd.mil . 

NEW KNOWLEDGE 

- NOTED PUBLICATIONS 

There is much in the research literature about the preva- 
lence of mental health conditions and the need for men- 
tal health services among military service members and 
their families. Two recently published articles are noted 
below because they review or feature analytic meth- 
ods used to refine the case definition of specific mental 
health conditions. 

Disparate prevalence estimates of PTSD among ser- 
vice members who served in Iraq and Afghanistan: 
possible explanations. 

Ramchand R, Schell TL, Kamey BR, Osilla KC, Burns 
RM, Caldarone LB. 

J Trauma Stress. 2010 Feb;23(l):59-68. 

The authors reviewed 29 articles that provide preva- 
lence estimates of post-traumatic stress disorder (PTSD) 
among military service members previously deployed to 
Operations Enduring and Iraqi Freedom. Methods used 
to estimate prevalence among non-treatment-seeking 
and treatment-seeking samples were evaluated separate- 
ly. Prevalence estimates among non-treatment-seeking 
samples ranged from 5 to 20 percent, while estimates 
among treatment-seeking samples were as high as 50 
percent. However, much of this variation could be at- 
tributed to differences in the population sampled, the 
time between deployment and screening, the assessment 
tool used, and the criteria defined for meeting the PTSD 
case definition. Across all studies, the only consistent 



correlation to meeting probable PTSD diagnosis was 
combat exposure during deployment. The authors sug- 
gest that future evaluations of PTSD prevalence would 
provide more reliable estimates if a) the method used to 
define PTSD is consistent across studies, b) the specific 
assessment method used is well validated for estimating 
PTSD prevalence in the military population (i.e., this 
specific population may be more susceptible to non-re- 
sponse bias), and c) the estimates control for differential 
exposure to combat across population samples. 

Read more about this publication at http://www.ncbi. 
nlm.nih.gov/pubmed/20135699 . 

Deployment and the use of mental health services 
among U.S. Army wives. 

Mansfield AJ, Kaufman JS, Marshall SW, Gaynes BN, 

Morrissey JP, Engel CC. 

NEnglJMed. 2010 Jan 14;362(2):101-9. 

The authors used administrative encounter data to eval- 
uate the outpatient medical care received by wives of 
active-duty U.S. Army soldiers. The mental health diag- 
nosis rate was compared among wives of Army soldiers 
deployed to Iraq and Afghanistan and wives of non- 
deployed soldiers between 2003 and 2006. Seventeen 
mental health diagnosis categories were defined using 
specific groupings of ICD-9-CM diagnostic codes. In 
total, 36.6 percent of wives of soldiers deployed during 
the study period had at least one mental health diagno- 
sis, compared to 30.5 percent of wives whose husbands 
were not deployed. After adjusting for age, total deploy- 
ments to Iraq or Afghanistan, and any previous history 
of mental health treatment, women whose husbands 
were deployed experienced significantly more diagno- 
ses of depressive disorders, sleep disorders, anxiety, 
and acute stress/adjustment disorders. The diagnosis 
rates were higher among women whose husbands were 
deployed for a year or more. The authors conclude that 
prolonged deployment is associated with higher rates 
of mental health diagnoses among the wives of soldiers 
and that increased efforts for mental health services for 
military family members should be supported. 

Read more about this publication at http://www.ncbi. 
nlm.nih.gov/pubmed/20071699 . 

continued on next page 
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TIPS AND TRICKS: 

- WHEN TO USE A SUBQUERY: M2 /BUSINESS 
OBJECTS 

A M2/Business Objects subquery creates a list of values 
to use as a condition in a query panel and serves two pri- 
mary purposes. First, the analyst may already have the 
list, but it is a long list and involves a lot of work to type 
or paste the list into the condition, making the creation 
of a subquery much easier. Second, the analyst may not 
yet know the values in the list, but the values can be 
both derived and inserted into a condition using data in 
M2. In either case, the query condition's operator must 
be "InList" (or "Not InList") and, then, the subquery 
follows. 

Illustrations of when an analyst would know the list but 
not want to key it into the condition include: 

• A list of hundreds of persons, by Person ID or Social 
Security Number, such as the members on orders for 
deployment from a post, base, camp or station. The 
subquery can create the list from the DEERS person 
detail. 

• A long list of drugs, by NDC, of interest to a clinician 
or pharmaceutical study. The subquery can create the 
list using the criteria of the study such as therapeutic 
class or matching a drug name. 

• A long list of zip codes in a geographical area of in- 
terest. The subquery can generate all the zip codes in 
many areas from the market table. 

• A list of multiple provider specialties performing cer- 
tain procedures. The subquery can create a list of pro- 
vider specialties from the encounter data where the 
procedure was performed. 

Illustrations of when an analyst might not know the list 
but can create and use a list using data in M2: 

• To find out the annual purchased care costs of current 
enroUees (of a PCM or MTF), the primary query could 
pull the last year's claims data where the patients were 
"InList" and the subquery retrieves the most recent 
month's DEERS data of who is enrolled (to the PCM 
or MTF). 



• To get all diabetics receiving insulin, the primary que- 
ry can search encounter data for diabetics, who are 
"InList" of the subquery creating a list of people from 
pharmacy data whose product name matches pattern 
"%INSULIN%". 

• To check for mental health encounters among mem- 
bers of a recently returned military unit, the primary 
query could check encounter data for the mental health 
diagnoses among those patients who are "InList" of 
a subquery against DEERS. The DEERS subquery 
would list people with the Unit Identification Code 
(UIC) of the unit during the month the unit returned 
from deployment. The reader is referred to the Skills 
and Methods section of this issue for a discusstion of 
mental health coding considerations. 

Note that sometimes a combined query will do some- 
thing quite similar to a subquery and might be more ap- 
propriate. For example, to find out which PRIME mem- 
bers of a MTF have not had mammograms, a combined 
query would create the complete list of female PRIME 
members of appropriate ages, and the subtraction of pa- 
tients getting mammograms would leave behind those 
who had not had a mammogram. This cannot be done 
with a subquery because there is no source for "who has 
not had a mammogram" for the main query. 

A caution: subqueries should not be used when the list 
will be more than 500,000 values long, unless the ana- 
lyst has an exemption from M2's normal 500,000 row 
limit. A subquery also cannot itself be a combined query 
(e.g., a union of two queries) to create the list. Instead, 
two different query conditions need to be created, each 
of which generates one of the lists that would be com- 
bined with the appropriate AND or OR operator. 

Details on HOW to create a subquery are in the student 
handout material from the Advanced WISDOM course, 
which is presented on the following page. 
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Using Subqueries in Business Objects 
(Source: Advanced WISDOM Course) 

• Definition: A subquery is a request to the database 
to generate a list of values to use in a condition. The 
condition is in the main query. 

• Application: 

- Main query is constructed normally, including 
adding a condition with an object using the operator 
"InList" or "NotlnList" . 

- Instead of typing a list, however, 'Create a Subquery' 
is selected. 

- A subquery is best used when the list would be 
lengthy and burdensome to type; the right values to 
be in the list are not known but M2 could find them; 
or both. 

• The object in the main query's condition must be "like" 
the one and only result object in the subquery. (NOTE: 
"like " means at least some of the same values are in 
both, even if they don 't have the same object name. 
A good example is "enrollment site " and "treatment 
site ", both of which have DMIS IDs as their values.) 

• The subquery can build the list from any class in 
M2, regardless of the class used for the main query. 
(NOTE: like all queries, the subquery can only use 
objects within it from the same class.) 

• If needed, a main query can have multiple subqueries 
each for a different condition's list, and even a 
subquery can have a subquery generating a list for one 
of its conditions. 



CREATING A SUBQUERY - EXAMPLE 



Class Illustration/Exercise: 

List the independent physical therapists within 
the MTF Service Area of Ft Richardson, Alaska. 

1. Plan the analysis: Since the provider refer- 
ence table that has the physical therapists does 
not include MTF Service Areas, this query 
cannot directly retrieve the records. The table 
does have the zip codes of the therapists, so if 
a list of Ft. Richardson service area zip codes 
was created, this could be used to condition 
the retrieval of the therapists. Thus, the main 
query will retrieve therapists, but it will use a 
subquery to the Market Area table to generate 
the list of Ft. Richardson zip codes. 

2. Open a new document (producing a query 
panel). 

3. For results objects, select from the Purchased 
Care Providers reference table the Provider 
Tax ID, Multiple Provider ID, Provider Name, 
Provider City, and Provider Count. 

4. Add a condition that Provider Specialty = '65' 
(Independent Physical Therapist). 

5 . Add a condition that the Provider Zip Code be 
In list [Create a Subquery]. 

6. In the subquery, place the single result object 
Zip Code from the Market Area Table. 

7. Add a subquery condition that the MTF Ser- 
vice Area Equal '0204' (Ft Richardson). 

8. Add a subquery condition that the FY Equal 
"2006" (or current year). 

9. Run the query. 
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WHAT'S COMING UP? 

The M2 is upgrading! Beginning this spring (late 
March/ early April), M2 will upgrade from Business Ob- 
jects 5.1 to Business Objects XI (BOXI). BOXI contains 
two implementations, both a web-based version (Web 
Intelligence, or Webi) and a full client version (Desktop 
Intelligence, or Deski). The Defense Health Services 
Systems (DHSS) - the program charged with maintain- 
ing M2 - will initially notify users of the availability 
of Webi. Shortly thereafter, Deski will be released, and 
users will be required to load new software onto their 
computers. Most M2 users will want to use the Deski 
version of the software because of its greater functional- 
ity. The legacy version of M2 will cease to function at 
the end of July 2011. For more information about this 
conversion process, please contact the MHS Helpdesk 
at (800) 600-9322 or mhssc^timpo. osd.mil . 

KNOWLEDGE SOURCES 

Below are upcoming conferences for professional 
growth and development. 

May 9-12, 2011: Resource, Logistics, and Analytics 
Symposium - Leesburg, VA 
http://www.chevents.com/navymed/ 



June 12-16, 2011: The Council of State and Territorial 
Epidemiologists 2011 Annual Conference - Pittsburgh, 
PA 

http://www.cste.org/conference/ConferenceHomepage/ 
tabid/426/Default.aspx 

June 14, 2011: The Critical Function of Pastoral Care 
and Academic Theology in Communities of Health - 
Washington, DC 

http://www.thechiefinformationgroup.com/conference/ 
smithsonian/index.php?c_id=19 

June 20-22, 2011: INFORMS Healthcare 2011 - 
Montreal, Canada 

http://meetings2.informs.org/Practice201 1 

October 29-November 2, 201 1: American Public 
Health Association Annual Meeting and Exposition - 
Washington, DC 

http://www.apha.org/meetings/AnnualMeeting/ 

November 13-16, 2011: INFORMS 2011 Annual 

Meeting - Charlotte, NC 

http ://meetings2. informs.org/ charlotte20 11/ 



IN THE NEXT ISSUE... 



The next issue of Healthcare Analytics in Navy 
Medicine will focus on the role of analysts in 
monitoring, advocating, and making adjust- 
ments for the quality of Navy Medicine and MHS 
data. The quality of these data is critical to the 
effectiveness of optimization programs, perfor- 
mance-based management, TRICARE contracts, 
resource allocation, decision-making at all lev- 
els, and many other operations and management 
activities across the system. The next issue will 
highlight current data quality issues and feature 
skills and tools available to analysts to address 
these issues. 



May 21-25, 2011: International Society for 
Pharmacoeconomics and Outcomes Research 16th 
Annual International Meeting - Baltimore, MD 
http://www.ispor.org/Events/Index.aspx?eventId=35 

June 1-5, 2011: Society for Academic Emergency 
Medicine 2011 Annual Meeting - Boston, MA 
http://www.saem.org/saemdnn/Meetings/ 
AnnualMeeting2011/tabid/1457/Default.aspx 

June 7-8, 2011: TMA Privacy and Civil Liberties 
Office 2011 Data Protection Seminar - Arlington, VA 
http://www.tricare.mil/tma/privacy/seminar/ 

June 12-14, 2011: AcademyHealth Annual Research 
Meeting - Seattle, WA 
http://www.academyhealth.org/Events 
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